SUPREME COURT OF THE STATE OF NEVADA

Electronically Filed
Aug 06 2019 04:52 p.m.
TONEY A. WHITE, ) Elizabeth A. Brown
Clerk of Supreme Court
) Supreme Court No: 78483
Appellant, ) D.C. case no.: C-16-313216-2
) Dept.: XII
V. )

STATE OF NEVADA, ) E-filed

Respondent. )

)

MOTION TO STAY APPELLATE PROCEEDINGS AND REMAND TO

DISTRICT COURT FOR MOTION TO WITHDRAW GUILTY PLEA

Comes now the Defendant, Toney Anthony White, and moves this Honorable
Court to Stay his Appeal pending in case number 78483 and remand his case to
District Court so he can file a Motion to Reconsider Denial of his Motion to
Withdraw his Guilty Plea based upon new evidence of his mental/medical condition

at the time of his plea.

Docket 78483 Document 2019-33139



As grounds for this Motion, Defendant Toney A. White submits that his plea
of guilty was involuntary and unintelligent based upon his medical conditions at the
time he entered his plea. Defendant submits a review of the Defendant’s
medical/psychiatric history will establish that he was heavily medicated while in
custody, taking anti-psychotic medicine which altered his perceptions at the time he
entered his plea. (See Exhibit A, medical records from CCDC)

Wherefore, Defendant respectfully requests his case be remanded forthwith to
the District Court so he can establish at an evidentiary hearing that he did not fully
understand the consequences of his plea. Only after a full review of all the
circumstances of the Defendant’s plea can a fair decision on his case be made and his
unjust conviction and sentence be corrected by allowing his plea to be withdrawn.

DATED this 6th day of August, 2019

/s/ Terrence M. Jackson

Terrence M. Jackson, Esquire

Law Office of Terrence M. Jackson
terry.jackson.esq@gmail.com
Counsel for Appellant, Toney A. White



CERTIFICATE OF SERVICE

I certify that on the 6th day of August, 2019, I served a copy of this Motion to

Stay Appellate Proceeding and Remand to District Court for Withdrawal of Guilty

Plea upon all counsel of record:
[ X ] Via Electronic Service (eFlex) to the Nevada Supreme Court;
[ X ] and by United States first class mail with postage affixed to the Nevada

Attorney General and to the Defendant as follows:

STEVEN B. WOLFSON STEVEN S. OWENS
Clark County District Attorney Chief Deputy D.A. - Criminal
steven.wolfson(@clarkcountyda.com APPELLATE DIVISION

steven.owens@clarkcountyda.com

TONEY A. WHITE, ID#1214172 AARON D. FORD, ESQUIRE
H.D.S.P. - P.O. Box 650 Nevada Attorney General
Indian Springs, NV 89070-0650 100 North Carson Street

Carson City, Nevada 89701

By: _/s/ lla C. Wills

Assistant to T. M. Jackson, Esq.


mailto:steven.wolfson@clarkcountyda.com
mailto:steven.owens@clarkcountyda.com
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EXHIBIT ‘A’

MEDICAL RECORDS FROM CCDC
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Glark County Detention Center 1/29/2018 2:01:51 PM Pacific vSlandard Time
330 8. Casino Center Blvd.

Las Vegas, NV 89101

702-671-5698

MAR
PICTURE
: NOT AVAILABLE
Patient: WHITE, TONEY ANTHONY & 08270790 Lang:
DOB: 7/19/1972 (Age=46) Sex: M Race: B
Housing: LVMPD-5T-2J-09-5 SSN: “HIDDEN* : Type:
Status: - ACTIVE Booking Date: 2/3/2016 12:00:00 AM Pacific Standard Time Release:
Allergies: Carbamazepine, Depakote, Dilantin, Phenobarbital . :
Provider Placed ‘Additional Date Discontinued Discontinued Discontinued
Name Directions Start Stop Name . By i!nformation Created By Date Reason
LevETIRAcetam Take 1000 12/19/2018 3/18/2019 MARTINEAU, Daryl . 1219/2018
Oral 500 MG mg by 11:59 PM - KYLE PA Fhillips ‘ 9:25 AM
Tablet mouth Pacific RN Pacific
twice a Daylight ‘ - Standard
day for 90 Time Time
day(s). :
Haloperidol Oral Take 15 12/15/2018 3/14/2019 FISHER, Termi for AVH = 12/15/2018
5 MG Tablet mg by 8:00 AM 11:59 PM TERRI NP Fisher NP 4:52 PM
mouth Pacific Pacific Paclfic
once in Standard  Daylight Standard
the Time Time Time
morming
for 90 day
{s). *for
AVH.
Haloperidol Osal Take 10 12/15/2018 3/14/2019 FISHER, Terri for AVH 12/15/2018
10 MG Tablet - mg by 8.00 PM 11:59 PM TERR! NP Fisher NP 4:51 PM
mouth Pacific Pacific . Pacific
once Standard  Daylight ’ - Standard
before Time fime Time
bedtime ‘
for 90 day
{s). *for
AVH.
Benziropine Take 1mg 1/20/2019 4/19/2019 FISHER, Tetri - 12M5/2018
Mesylate Oral 1 by mouth 11:59 PM TERRINP Fisher NP . 4£51PM
MG Tablet twice a Pacific Pacific
day for 90 Daylight Standard

day(s). Time . Time



Page 2 of 2
Provider Placed Additional Date Discontinued  Discontinued Discontinued

Name Directions Start Stop Name By information Created By - Date - Reason

Seriraline HCI ~ Take 50 1/20/2019  4/19/2018 FISHER, Terri 12/15/2018

Oral 50 MG mg by 11:59 PM TERRINP Fisher NP 4:50 PM

Tablet mouth Pacific Pacific
once n Daylight Standard-
the Time Time
morning
for 90 day
(s).

Naturaf Fiber Take 1 by 11/21/2018 2/18/2019 MARTINEAU, Scott 11/21/2018

Laxative Oral  mouth 11:59 PM - KYLE PA Blondeaux 11:47 AM

28.3 % Powder ftwice a Pacific ) Charge Pacific

. ‘day for 80 Standard RN Standard
day(s). Time ' Time

Fluconazole Take 400  11/21/2018 2/18/2019 MARTINEAU, Kyle 1116/2018 .

Oral 200 MG mgby - 11:69 PM KYLE PA Martineau 11:52 AM

Tablet mouth Pacific PA Paclfic
twice a Standard Standard
day for 90 Time Time

. day(s). '

Lower Bunk once 3/112018  2128/2019 WILLIAMSON, Camisha 3/14/2018
before 11:59 PM LARRY MD Gathright 8:32 AM
bedtime Pacific LPN ’ Pacific
HS Standard Standard

Time Time
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STEINBERG DIAGNOSTIC MEDICAL IMAGING CENTERS
Phone: (702) 732-6000  www.sdmi-lv.com  Fax: (702) 732-6071

Patient Naine: Toney White

Patient: Toney White _ Physician: Kyle Martinean PA-C

SDMI#: 1614330 C - Dr. Fax: (702) 366-0576

P1. DOB: 07/19/1972 ' Dr. Phone: (702) 671-5698

Pt. Sex: Male Dr. Addr.: 330 8 (‘asmn Center Blvd Las Vegas, NV 89101
Date of Sexvice: 12/14/18 Ce:

SDMI Location: NW Ce

MRI BRAIN WITH AND WITHOUT CONTRAST

CLINICAL HISTORY:
Seizure disorder.

1

TECHNIQUE:
Sagittal T1, Axial T2, Axial FLAIR, . Axial and coronal T1 post gadolinium. 10 c¢'s IV dotarem
administered.

COMPARISON:

No significant change compared with May 2018

FINDINGS:

Favor moderate supratentorial small vessel ischemic change advanced for age. No change in numerous
bilateral fairly symmetrical subcentimeter supratentorial white matter abnormalities. Largely subcortical
and deep white. No individual focus or pattern that would implicate demyelinating discase/MS based on
the MRI. Correlate with neurologic exam. No mass. Large vessel flow voids are patent. There is no
resiricted diffusion,

IMPRESSION: _
No significant change. Favor moderate supratentorial small vessel ischemic change advanced for age

Interpreted by: David Browne 12/14/2018 1:25 PM

Electronically approved by: David Browne, M.D.  Date: 12/14/18 13:55

Physician Access To Images and Reports Is Available Online at www.sdmi-lv.com

2767 N. Tenaya Way, Las Vegas, NV 89128 2950 S. Maryland Pkwy, Las Vegas, NV 88109 2850 Siena Heights, Henderson, ¥V 89052
4 Sunset Way, Building D). Henderson, NV 89014 6928N Duxauno Dr, Las Viegas. NV 89149 9070 W, Post Road, Las Vegns, NV 89145
800 N -Gibson Rd Ste 110. Henddyson, NV 89011 300 Shadow Lu. Las Vegas, WV 89106

This message ; and any aitacked dacnments way be confidenrial and may contain infonnation prorecied by siate and federal medical privacy stanmes, They areintended
only for the use of the addressee. H vou are not e intended zccnplcn!, any disclosure, copying. or distribution of this infornation is ;mcﬂx prohibiteg, ll‘) ou receivied
this wratsmission it ezvot. plense accep our apologies and noiify the sender,
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Clark County Detention Center 1/29/2019 1:85:03 PM Pacific Standard Time
330 8. Casino Center Bivd,

Las Vegas, NV 89101

702-671-5698

Offsite Healthcare Authorization
This section to be completed by NaphCare Staff - Approval Number - TC161101

1) Inmate's Name (Last, First Middle Initial) 2) Inmate's ID 3) Date of Birth §
WHITE, TONEY A Number 711911972 )
08270790 il
4) Social Security Number 5) Gender ' 6) Book Date / Release Date
' ™ 21312016 /
7) Responsible Party Electronically signed by
Reprice by NaphCare , MARTINEAU, KYLE (1235676610)

12/18/2018 1:53:25 PM

8) Reason
FIU after MRI of brain

9) Allergies

Carbamazepine, Depakote, Ditantin, Phenobarbital

10) Order 11) Transportation Type
DR. KEVIN XIE 3006 S. MARYLAND PKWY STE 765, 7TH Unknown

FLOOR LAS VEGAS, NV 89109 P 702.731.8115

12) History of Present lilness / Current Symptoms / Cutrent Treatments / Medications
LevETIRAcetam Oral 500 MG Tablet, Haloperidol Oral 5§ MG Tablet, Haloperidol Oral 10 MG Tablet, Benztropine Mesylate
Oral 1 MG Tablet, Sertraline HCI Oral 50 MG Tablet, Natural Fiber Laxative Oral 28,3 % Powder, Fluconazole Qral 200 MG

Tablet, Lower Bunk

Asthma, Seizure Disorder

13) Type Requested (E.G. Cardiology, Surgical Consult, CT/MRI) 14) Details

Neurology
15) Name of Facllity / Physician Where Services Requested 16) Service Date

PLACECARD PROVIDER ' 1/30/2019 11:00:00 AM

17) Facility / Physician Address
DR. KEVIN XIE 3006 S. MARYLAND PKWY STE 765, 7TH FLOOR LAS VEGAS, NV 89108 P 702.731.8115 ;
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Instructions to Off Site Providers
1. ‘NaphCare will not be financially responsible for any non-smergency treatments that are not directly related to the diagnosis printed on this form.
To obtain authorization for additional treatments, you must contact NaphCare Utilization Approval by calling (205) 536-8400 or (800) 834-2490
ext. 8685,
2. Because of security concerns, inmates must NOT be informed. of foilow-up a{ppointmems or possibfe hospitalization.
3. Complete the bottorn portion of this form, place it in a sealed envelope, and give to the Correctional Officer when the inmate is retuined.
’4. Use the Inmate's L.D. Number as the Insured L.D. Number on ¢laim forms.

Thls sectzon to be completed by off site prowder -

Fmdmgs

Medication Changes

Recomr.nendations v l) (ﬁué
2) Affrm g/ M;, d& 9

37 Lontlnw 40 her el

Provider's

Signature: Date
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Kevin Xie, MD, PHD, MBA, Neurologist, Epileptologist
Board Certified In Adult Neurology and Epilepsy |

Nevada Néurosc!ence Institute
Sunrise Hospital & Medical Center
3006 Maryland Parkwaiy, Sulte 765 Las Vegas, NV 89109
Phone: 702-961-7310;  Fax: 844-231-4920
See my assistant before you leave the clinic and keep this sheet for your record
old ré.cord, Old CT or MRI film and report, EEG report,

Patient agreement form, Urine drug screen, PDMP

CT, MRI/MRA/MRV, Pet, Wada, DATSCAN, US

EEG {routine), | Sunrise Hos patient EEG Monitoring (Dr. Xie)
EMG, Here at Dr. Xie’s Clinic, LAB.

Referral,

PT, oT, Speech, Dietitian  Neuropsychology test

National reglstry *for women with epilepsy and pregnancy, CBD oil

VNS for epilepsy, Neuropace for epilepsy, Cefaly for migraine/Headache, Eneura
Spring TMS for migraine, DBS for tremor and PD  Wrist splint. DMV form. Letter.

| Trigge Qccipital nerve block, Botox injection Preauthorization
Continue all medications

@edlcation N bat by A/(/D <

ext Office visit: j
O view your test results, pl::s? signin patient portal of our EMR system

(ECW) The results will be available as soon as phys!cians review them,

Otherwise, they are also available on next ofﬂce vislt You will not receive
notification in the mail.
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38571 1NNt NV NEUROSCIENCES INST Req/Ctri# (CD-): 318138811
@ 3006 S MARYLAND PKWY, STE 765 KEVIN C XIE, MD
LAS VEGAS, NV, 891092246 NPI: 1700868155
Neurology

L 702-961-7310 S 844-231-4920

‘White, Toney, Male, 07/19/1972 ip: sx301604462

Today: 01/30/2019 12:21 PM

L. 702:671-5608 @ 330 S CASINO CENTER BLVD, LAS VEGAS, NV, US 89101-6102 ~ Order Date: 01/30/2019 11:00 AM

Primary Insurance Name: NAPHCARE INC

Insurance Address: 2090 COLUMBIANA RD STE 4000 , BIRMINGHAM , AL, 352162158

Subscriber Number: TC142286
Insured Name: White, Toney

" Address: 330 S CASINO CENTER BLVD, LAS VEGAS, NV, US 89101-6102

Prioﬂty Lai) Fas,t sou;ce/cg"

Roulne  LEVETIRACETAM (QLV-15142X) No

" Routne  LIPID PANEL (80061)  No
Routine  Oxcarbazepine (Trileptal), (L- No
716928)

: Electronically Slgned By
KEVIN C XIE, MD

Date anq Time. o ’

e g e
disorder
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- G40.909, Selzure
disorder
s:gnature of
Patient/Guardian

https:/hcapsecwprgnp03.medcity.net/mobiledoc/jsp/catalog/xml/labs/printL.abOrder. jsp?e... 1/30/2019
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DATE TIME INAMITE HOUSING ADDRESS |
ST DR. KEVIN XIE
WED 11:00 AM WHITE, TONEY 3006 S. MARYLAND PKWY
| #08270790 2 STE 765, 7TH FLOOR
1/30 EST 7/19/1972 LAS VEGAS, NV 89109
1 MA%/FC, 09 __— P7027318115
SPECIALTY: NEURO ROUTINE
SCHEDULED WITH: JORDAN CONFIRMED WITH: e 22 o
OFFSITE NOTES:
: |
2 PN 0 Rlered

*PLEASE DO NOT SHARE ANY FUTURE APPOINTMENTS WITH THE PATIENT*

PLEASE RETURN PACKET TO:

NORTH TOWER THIRD FLOOR MEDICAL ADMIN OFFICE.

INMATE SIGNATURE:FOR REFUSAL:

CALL (702)671f5698 FOR ANY OTHER INFORMATION
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: ' Pat;ent ID Number / Date of Blrth

sat;sfactron.

. ! have decided NOT to accept/permﬁ the treatment/recommendatlons hsted
above and understand that my faalure to follow the adwsed medlca! treatment may
senously affect my health ‘ -

4 By signing below, I assume responsibuity for all-of the risks and consequences of .. 7.
* my. refusal .and . hereby release -and - -agree ‘to hold “harmless’ NaphCare. Inc. and its S
_ employees and agents from all responsibility and ill effect which may oceuras a result ofn P e

‘Emy refusal to accept/permit the proposed recommendat}on(s) : : : '

" Patient Signature -

- Witness .




Yous independent heolth eare choice.

RELEASE OF RESPONSIBILITY - SPECIFIC PROCEDURE

wm‘ﬂz ey s IS

Name of Patient Date

BTTsme \wl{m_

Patient ID Number / Date of Birth

| have hereby clearly expressed or indicated a decision to refuse to accept the
following medical treatment/recommendations: :

FLIKOOMAZA L oty w%ﬁcw CaONTIN wy

AL L Wuy. téz?mr (oo® oy
2 <

. The above treatment/recommendations and the risks and benefits involved have
been satisfactorily explained to me. In addition, | have had the opportunity to ask
questions about the proposed recommendatlon and have had these answered to my
satisfaction.

! have decided NOT to accept/permit the treatment/recommendations listed
above and understand that my failure to follow the advised medical treatment may
seriously affect my health.

By signing below, | assume responsibility for all of/the risks and consequences of
my refusal and hereby release and agree to hold harmiess NaphCare, Inc. and its
employees and agents from.all responsibility and il effect which may occur as a result of

.my refusal to accept/permiit the proposed recommendation(s).

Patient Signature _ Date/Time ‘ e

d Q 6ok : MDV»M% UW

Witness Withess




) Patgent_ID Number/ Date ova:‘rth

sat!sfactaon

_Patient Signature . .

Name of Pat:ent

82’[0’;% | _[l U\\ VWZ i

l have hereby clearfy expressed or mdtcated a dec;snon to refuse to accept the
followmg medical treatment/recommendatlons ' ; O N AR

Flcowa2ol€  Uobuy MV’(&MM {/ 6 MUm’\N l"\/rh
HA’UV"L [,OM ; l&t\?pr W) [’aﬁb wz{ o R J

) The above treatment/recommendat:ons and the nsks and beneﬁts mvoived have
been satlsfactorlly explained to me. -’In addlt' r i .
“‘questions, about the proposed recommendatlon and have ad these answered to my L

1 have decided Q to accept/perrnlt the treatment/recommendatlons listed
above and understand that my failure to follow the adwsed medrcal treatment may
sernous!y affect my health.

By signing below, | assume responsrbllity for all of the risks and consequences of '

“my refusal ‘and heréeby ‘release and agree to hold harmleﬁ NaphCare, inc. and its
: employees and agents from.all responsibility and ill effect which may occur as result of

.my refusal to accept/permlt the proposed recommendatlon(s) ‘ : W

e 5 .‘?\J\_O WM\/M m‘)




e ?at'ient 1D NUmbér / Date of Bjrfh

. B B I have hereby clearly expressed or lndlcated a dec;s:on to refuse to accept the -
followmg medncal treatment/recommendattons. R ~ : : '

' 'The above tre%t)‘nent/recommendat:ons and the nsks and benefits involved have
been satisfactorily explained to me. In. addition, I_have had the opportunity to ask

:‘questions about the proposed recommendatlon and have had these answered to my
satlsfactnon. E o e _

I have decided NOT to accept/permit the treafment/recommendations listed
above and understand that my failure to follow the advised medical treatment “may
senously affect my health. :

By signing below, | assume responsibility for all of the risks and consequences of
.y refusal and hereby release and agree to hold harmléss NaphCare, Tne. and its
employees and agents from.all responstblhty and ill effect which may occur asa result of .
my refusal to accept/permlt the proposed recommendatlon(s) :

" PatlentSignature

Wltness

| 2‘/1[‘7 o‘@:
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: Name of P.lat;ent ‘

: Patlent ID Number / Date of Blrth

l have hereby clearly expressed or mdscated a decns:on to refuse to accept the
;followmg medical treatment/recommendat:ons- ‘ syt »
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The above treatment/recommendatlons and the risks and benefits involved have
been sat:sfactorsly explained to ‘me. In addition, | have had the.’_ opportunlty to ask

:; questions about the prOposed recommendatlon and have had th nswer,:ed‘,gg; .m.y_'_ o o D .

B satnsfactlon

I- have deéided NOT to aéeept/‘pérmit the ‘trevatlment/re.cbmmeﬁdatidﬁs Iiéted
above and understand that my failure to follow the advised medlcal treatment may
serlously affect my heaith.

" By signing below, | assume responsibility for all of the risks and ho‘nsequences of
my refusal and hereby release and agree to hold harmless NaphCare, Inc. and its
employees and agents from all responsibility and ill effect which may occur as a result of

Amy refusal to accept/permlt the proposed recommendation(s) ‘ :

DJte/Time Co

“Witness




. ;,Nam‘exofPatr nt . / S
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- Patlent ID Number/ Date of B:rth

l have hereby c!early expressed or mdrcated a dectsuon to refuse to accept the
r foIIowmg medrcal treatment/recommendatlons ' :

)

) A o | [V ’ ' . o man f
1V 2 32814020 g Jratrla 6 PN kS ZE2C pay fao bl .

The above treatment/recommendatlons and the nsks and beneﬁts mvolved have
been satisfactorily explained to me. In addition, 1 have had the opportumty to ask

--unestlons about. the proposed recommendatlon and have had these answered to my SRR

satisfa ctlon

i have decided NOT to accept/permit the treatment/recommendations listed .
above and understand that my fallure to follow the advrsed medical treatment may
seriously affect my health.

* By signing below, | assume responmbﬂuty for all of the risks and conseguences ¢ of
.my refusal and hereby release and agrée to hold harmless NaphCare, Inc. and its
_ employees and agents from all responsibility and ill effect which may occur as a resu!t of _
: my refusal to accept/permlt the proposed recommendatron(s) o A

. "..Patient §|‘gneture o s ,_

Aﬂu%

,'_.Wltness L

- Witness.




Your inepandfnth care choice.
RELEASE OF RESPONSIBILITY - SPECIFIC PROCEDURE

f UL-:JEQ - ‘ .2712_‘»/9‘

/M_7
Name of Patient ' _ Date

W9 0790 7 18 1972
Patient ID Number / Date of Birth

, ’
I have hereby clearly expressed or indicated a decision to refuse to accept the
following medical treatment/recommendations:

4
P : : PR
e o/ .
e F1o bed e ”Hv 2 St Lot o pove ot
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The above treatment/recommendations and the risks and benefits involved have

been satisfactorily explained to me. In addition, | have had the opportunity to ask

_questions about the proposed recommendation and have had these answered to my
satisfaction. '

| have decided NOT to accept/permit the treatment/recommendations listed
above and understand that my failure to follow the advised medical treatment may
seriously affect my health.

" By signing below, I assume responsibility for all of the risks and co’nsequénces of
my refusal and hereby release and agree to hold harmless NaphCare, Inc. and its
employees and agents from all responsibility and ill effect which may occur as a result of

" my refusal to accept/permit the proposed recommendation(s).

/ | 2 beys

Patient Signature Date/Time

7 /%/ (g 7= A

Witr?gé Withess




Your independent hedlth care choice.

RELEASE OF RESPONSIBILITY - SPECIFIC PROCEDURE

WHHE [ Todey - | ‘Z[\b\_\\ﬁ' |

Name of Patient Date

¢ Neqae <Uia M2

Patient ID Number / Date of Birth

: | have hereby clearly expressed or indicated a decision to refuse to accept the
following medical treatment/recommendations:

L ETPPs By Hinoy Lowg, Couerl |,
Mzttt L Flireonk %Jw i{-tb;; -

. The above treatment/recommendations and the risks and benefits involved have
been satisfactorily explained to me. In addition, I have had the opportunity to ask
questions about the proposed recommendatlon and have had these answered to my
satisfaction.

I have decided NOT to accept/permit the treatment/recommendations listed
above and understand that my failure to follow the advised medical treatment may
seriously affect my health.

By signing below, I assume responsibility for all of the risks and consequences of
my refusal and hereby release and agree to hold harmiess NaphCare, Inc. and its
employees anhd agents from all responsibility and ill effect which may occur as a result of
. my refusal to accept/permit the proposed recommendation(s).

Patient Signature ' ' - Date/Time

Q ///M(CF) (07 | haou aviy W |

Withess Witness




Your independent healfh care cholce.

RELEASE OF RESPONSIBILITY - SPECIFIC PROCEDURE

WRIE [ Teney o 2[\\b\(:\\‘i’

Name of Patient Date

9 oA “’(]l”t \\‘1’?2,'

Patient ID Number/ Daté of Birth

| have hereby clearly expressed or indicated a decision to refuse to ‘accept the
following medical treatment/recommendations:

\&*‘""‘"?’?F-b- meo\,} Mt L Lo , - G lue,
\JV\E'(IXMI/LOL(/( chow\% L& E{*Dy -

. The above treatment/recommendations and the risks and benefits involved have
been satisfactorily explained to me. In addition, | have had the opportunity to ask
questions about the proposed recommendation and have had these answered to my
satisfaction.

| have decided NOT to accept/permit the treatment/recommendations listed
above and understand that my failure to follow the advised medical treatment may
seriously affect my health.

By signing below, | assume responsibility for ali of the risks and consequences of
my refusal and hereby release and agree to hold harmiess NaphCare, Inc. and its
employees and agents from all responsibility and ill effect which may occur as a result of
. my refusal to accept/permit the proposed recommendation(s).

Patient Signature ' ' Date/Time

4 / JQ(G? (o7 I Meow aur, W |

Witness Witness




questlons about the 'p posed 4recommenda ' and have had'these answeréd' o 1 .my e
satlsfactmn EUEI A

I have dec:ded NOT to accept/permlt the treatment/recommendatlons llsted A
above and understand.that my failure. 1 follow the adwsed medlcal treatment may' BN
senously affect my heaith TR , :

o By signing’ below, | assyme respons:bllxty for all of the rlsks and consequences of
' ~.my refusal and hereby release and.agree to hold- harm!ess NaphCare, Inc. and its
o employees and agents from.all responsibility and ili effect thCh may occur asa resuit of. R
o ) my refusal to accept/permit the proposed recommendatton(s) AP : i

. Witness .

. ;Witneéaz'
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. followmg medlcal treatment/recommendatxons e
eeppEn Lodouy, i{mob e «AL
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C The above treatment/recommendatlons and the rssks and benefsts mvolved have
o been sattsfactorlly explamed to me. .. ’

N I have decuded NOT to accept/permut the treatment/recommendatlons listed -
o above and understand that my fa:lure to follow the advrsed medlca! treatment ‘may .
' senously affect my health. T S

By sngnmg below, | assume responsublhty for all of the risks and, consequences of
my refusal.and hereby release and agree 10" hold harmless NaphCare In¢. and its
e emp!oyees and agents from all responsnblls’cy and ill effect which may oceur as a result of, o
o my refusai to accept/permlt the proposed recommendatlon(s) BRI : '

g Pat:eﬁt ésgnature
Bun® e’«& 1 ‘é”

" Wltness ,
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Patrent D Number / [5ate of Bu'th

Rl

l have hereby ciearly expressed or mdtcated a demsron to refuse to accept the
fo!lowmg medrca! treatment/recommendations e S ~

) - The above treatment/recommendatrons and the nsks and benefrts rnvolved have
‘been satrsfactonly explained to me. In addltlon 1 have. had Athe opportumty to. ask
questions about the proposed recommendatron and have had these"'nswered to my 5
satrsfactlon B R . , L

l have decided NOT to accept/permit the treat}nent/recornmendations listed
above and understand that my failure to_follow the advised medical treatment may
sertous!y affect my health. :

, By signing below, I assume responsibility for all of the risks and consequences of
. my refusal and hereby release and agree to hold harmless NaphCare, Inc. and its
: employees and agents from.all responsibility and ill effect which may occuras a resuIt of ‘
‘ .my refusal to accept/permtt the proposed recommendatfon(s) I

"PatienxtSi.g.nat' re

W‘tn%ss | W!tne; s




satasfac '_ on..

I have decided NOT to accept/permlt the treatment/recommendatuons Ilsted
above and understand that my faflure to follow the advrsed medlcal treatment may
senously affect my heatth. ' ' : : T S

' . By signing below, | aSsume respons:buhty for all of the risks and c nsequi
my. refusal and. hereby release and agree to ho!d harmless NaphCa‘

uune s
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‘Your independent h‘eaﬂh'core cholce,

RELEASE OF RESPONSIBILITY - SPECIFIC PROCEDURE

wry | va!}‘}zﬁﬁ'

Name of Patient- / ~ Date

827 m‘?@/ 07-15-1472

_Patient ID Number / Date of Birth

i have hereby clearly expressed or indicated a decision to refuse to accept the
following medical treatment/recommendations:

~ The above treatment/recommendations and the risks and benefits involved have
been satisfactorily explained to me. In addition, | have had the opportunity to ask
questions about the proposed recommendation and have had these answered to my
satisfaction.

! have decided NOT to accep;/permit the ’greatmept/recdmmendatiqns l@sted
-above and understand that my failure to follow the advised medical treatment may
seriously affect my health.

By signing below, | assume responsibility for all of the risks and consequences of '

_my refusal and hereby release and agree to hold harmiess NaphCare, Inc. and its
employees and agents from all responsibility and ill effect which may occur as a result of
my refusal to accept/permit the proposed recommendation(s).

Z}ﬂau) - DT, / ;‘,;e-

(4

Patient ngnature Date/Time 4 '

S ;UL e

Witness Witfiess

—




RELEASE OF RESPONSIBILITY ~ SPECIEIC PROCEDURE

[ fﬁviabove and. understand that my fallure to follow the advr‘s"e'd medical treatment mav_ ’
E -.'.seriously affect my health - C B )

,Ac.'fand its
a_ resu It of :




‘Patient Signature
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L f.Patlent I Number/ Date of Birth

S

: R Nt | have hereby clearly expressed or indlcated a decnsnon to refuse to accept the
' K followmg medical treatment/recommendations. ' :

e The above treatment/recommendations and the risks and benefits involved have
.. been satisfactorily explained to me. In addition, | have had the opportunity to ask
' -questions about the proposed recommendatmn and have had these answered to my

sattsfactton. . R - S : :

| have decided NOT to accept/permit the treatl’nent/recomméndatioris listed
above and understand that my failure to follow the advised medical treatment may
seriously affect my heaith.

] By signing below, I assume responsibility for all of the risks and cohsequences of.
. my refusal and hereby release and agree to hold harmiess NaphCare, Inc. and its
+.employees and agents from.all responsibility and ill effect which may occur as a result, of
o my refusal to accept/permlt the proposed recommendatlon(s) . C

(L)

Patient Signature -




' 'Wltness

.

:@fw %’ﬂm?f) /92»/9-/97.0.

' 2.. Patlent ID Number / Date of Brrth

l have hereby clearly expressed or rndrcated a decrsron to refuse to aceee_t the
“following medrcal treatmentlrecommendatrons. R T RS L R

_ . The above treatment/recommendatlons and the rrsks and beneflts rnvolved have
been satlsfactorrly explamed to me. " In addition, I have had the opportumty to. ask .
. :'questrons about the proposed recommendatlon and have had these an
satlsfaction . - St IR

: l have decided NOT to aceept/permit the t‘reetmeh't/recemmehdatrons listed
above and understand that my failure to, follow the advrsed medlcal treatment may
: serlousfy affect my health. -

' By signing below, | assume responsibility for all of the nsks and consequences of

o my refusal and hereby release and agree to hold harmless NaphCare,“Inc, and its

employees and agents from.all responsibility and ill effect which may occur as resuit of
. myr fusal to accept/permlt the proposed recommendatlon(s) ; :

B T2, FELT IS ~zo4 oy QU — g2 20/ (ot
"._Patrent Slgnature L : Date/'rlme_ R

bt R

" ‘Witness .







i :_j_have decxded ANOT to. accept/permlt the treatment/recommendatxons hsted ) :
: .':jabove and understand that my fa:luret follow the advssed medlcai treatment may .




qnestlons Bout the proposed recommendatlon and hav had_these answered to my" ‘
l'.-,.:satlsfactlon " S

T l have decrded NOT to accept/perm|t the treatment/recommendataons llstecl_
f_above and understand that my fallure to follow the advased medlcal treatment may
.serlously affect my health : : ST VAT e

.

L By signing below i assume responsrblllty for all of the. rlsks and consequences of REE

v‘ refusal and .hereby release and .agree . to. hold harmless NaphCare Inc. and its

fj‘»employees and agents from all responsablllty and .ilIAeffect which may. occur S a result of_ o N :




el

Your independent health care cholce.

RELEASE OF RESPONSIBILITY - SPECIFIC PROCEDURE

é({éﬂf’f /d &W | 57/27/;7

me of Patient Date ,
@3 70770 70 ?9707?0/7//7 / o |-

* patient ID Number/ Bate of Birth ~

I have hereby clearly expressed or indicated a decision to refuse to accept the
following medical treatment/recommendations: .

ﬂnﬁ//l '7_0/ f

The above treatment/recommendations and the risks and benefits mvolved have
been satisfactorily explained to me. In addition, | have had the opportunity to ask -
questlons about the proposed recommendation and have had these answered tomy -
satisfaction. : :

I have decided NOT to accept/permit the treatmer__lt/recommendations listed
-above and understand that my failure to follow the advised medical treatment may
seriously affect my health.

7/

By signing below, | assume responsibility for all of the risks and consequences of

my refusal and hereby release and agree to hold harmless NaphCare, Inc. and its

", employees and agents from all responsibility and ill effect which may occur as a result of
" my refusal to accept/permit the proposed recommendat:on(s)

67/p 7// ?/4920

- patient Signature , Date/Tlme(

0

-~

£ / ), Y . : //v%/,ﬂ)

‘Wltness Witness




" ‘been satisfactonly explalne‘ .me. .In’ addltion, ! have had the opportumty to -ask
questlons about the proposed. recommendaﬂon and have ad these answered t, my

S have decrded.NOT to acéept/permlt the treatmenl;/recommendatlons listed
e above and .understand that my fallurevto follow th_e advised medlcal treatment may
T seﬁously affect my health i :'-_W _ : : S

By srgmng below l assume. responsibmty for-all of the risks and consequences of

Witness

The above treatment/recommendatlons End the r!SkS and beneﬁts involved have . | .

my l:efusal and hereby release and agree to hold harmless NaphCare,‘ lnc and Its_m_




""been satlsfactorlly explalned to me ' ln _addmon l ha

‘_.'-k"questtons about the proposed reco' tendation and have ‘had these' answered to _.y".'.'ﬂ; N
o {satlsfactlon ' ' - . BRI

l have dec1ded No‘l' to accept/permlt the treatment/recommendations lcsted ;

above and understand that my failure to follow the advnsed medacal treatment may_ T

' 'fseno usly affect my health

By sugnmg below, I assume responslbihty for all of the risks and consequences of R e

' f_’my refusal and hereby release and .agree -to ‘hold harmless NaphCare, lnc and lts'

e :employees and agents from all responsubllil;y and il effect whlch may occur asa result of o N

‘patient Signature ;-










satlsfactlon R

: ““my refusal and heréby releass ‘and agree to il barmalss Nap

¥ ';.A‘A:‘ i refusa| to aCCept/permm the proposed recommendation(s)

'~‘-“,Z3-MM'RW»Y MM (&‘ .
“\, 7 Q\» A

: {b'een sat:sfactonlv exptamed to. me ln a d dmon, | have had the Opp t

guestions, about the proposed reaommendatmn and :have had these: answeredA to mv' RN

B ‘ l have decrded NOT to accept/permlt the treatment/recommendatlons Iisted'
. above and understand that my faliure to follow the adwsed medlcal treatment may
"~ser|ous!yaffect myheafth : : SRR T

” sgingbelow | asume responsibility for all of the risks an g CO"Sequences L

. “Inc. and its .
.- 'employees and agents from all responsibility and ill effect which may OCcur.as ¢ resmt Of ‘:

M\m\

| Patlent Slgnat,}}-e




- Ny have decnded NOT ‘to accept/perm:t the treatment/recommendattons hsted .
above and understand that my fallure to follow the adwsed medlca! treatment may
'sertously affect my health ; Lo o

o By signing below, 1 assume responsibitity for all of the risks and consequences of C e
my. refusal and hereby' !ea ewand agree to_hold. harm!ess NaphCare, Inc. @andits -+




above and understand that my faﬂﬁre o
serlously affect my health -




AN

Your indépendent health care choice. A

RELEASE OF RESPONSIBILITY - SPECIFIC PROCEDURE

Wik Toneq 31wl
Name of Patient  J . Date

J14 -1 g72.1074¢

Patient ID Number / Date of Birth : .

I have hereby clearly expressed or indicated a decision to refuse to accept the
following medical treatment/recommendations:

MMJ%MM Noppize b o i by
2ty L

At
The above treatment/recommendations and the risks and benefits invalved have
been ‘satisfactorily explained to me. In addition, | have had the opportunity to ask
questions about the proposed recommendatlon and have had these answered to my_

satisfaction.

| have decided NOT to accept/pefmit‘ the treatment/recommendations fisted
above and understand that my failure to follow the advised medical treatment may

senously affect my health.

»-By signing below, ] aséume responsibility for all of the risks and consequences of
my refusal and hereby release and agree to hold harmiess NaphCare, Inc. and its
.-employees and agents from all responsibility and il effect which may occur as a result of
my refusal to accept/permit the proposed recommendation(s).

oo Fie-4g
Patient Signature * Date/Time

4/% < ?z»zz;-' 7&4%’/@4

WitZ;e/SS " Withess /




SUPREME COURT OF THE STATE OF NEVADA

TONEY A. WHITE
| Supreme Court No: 78483
Appellant
E-filed

EXHIBIT ‘A’ - Part 2

MEDICAL RECORDS FROM CCDC

Docket 78483 Document 2019-33139



l have decided NOT to accept/permit the treatment/recommendatlons hsted
" above and understand that my fallure to follow the advased medscal treatment may
serlously affect my health : - ' : :

y refusal and hereby release and agree to hold harmless NaphCare,

A élnployees and agents from all responsibility and ill effect which may occur as a result _of . e

my refusal to accept/pe the pmposed recommendatlon(s)




Your Independénf health care-choice,

RELEASE OF RESPONSIBILITY - SPECIFIC PROCEDURE

‘i\H’me oNEY - shcﬂlﬂ\
Name of Patlent . Date )

$27oM°® ’l\\ﬁ\m’? Z

Patient 1D Number / Date of Birth .

I have hereby clearly expressed or indicated a decision to refuse to accept the
following medical treatment/recommendations:

H{va\, W w‘, LoGortin tmy
~J

‘ The above treatment/recommendations and the risks and benefits invoived have
been satisfactorily explained to me. In addition, | have had the opportunity to ask
questions about the proposed recommendation and have had these answered to my
satisfaction.

I have decided NOT to accept/permit the treatment/recommendations listed
above and understand that my failure to follow the advised medical treatment may
seriously affect my heaith.

‘By signing below, | assume responsibility for all of the risks and consequences of
my refusal and hereby release and agree to hold harmless NaphCare, Inc. and its
.-employees and agents from all responsibility and ill effect which may occur as a result of
my refusal to accept/permit the proposed recommendation(s).

Patient Signature o Date/Time
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W:tness “Witness
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Your inepen‘denf health care choice.
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Patient ID Nu'mber / Date of Birth

I have hereby clearly expressed or indicated a decnsnon to refuse to accept the
following medical treatment/recommendations:
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The above treatment/recommendations and the risks and benefits invoived have
been satisfactorily explained to me. In addition, | have had the opportunity to ask
questions about the proposed recommendation and have had these answered to my
satisfaction,

| have decided NOT to accept/permit the treatment[recommendations listed
above and understand that my failure to follow the advised medical treatment may
_ seriously affect my hea!th.

‘ By-signing below, | assume responsibility for all-of the risks and consequences of
my refusal and hereby release and agree to hold harmless NaphCare, inc. and its

employees and agents from all responsibility and ill effect which may occur as a result of

" my refusal to accept/permit the proposed recommendation(s). '
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Patient Signature _ Date/Time
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